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Introduction
The underuse of prenatal health care

by minority populations in the United
States has been linked to neonatal morbid-
ity and mortality.14 Understanding the
sociocultural context of such underuse by
an immigrant population can suggest

programmatic changes that result in more
effective health care delivery. This paper

elucidates the sociocultural contexts of
prenatal care involvement of an urban
Hmong population from 1984 to 1988,
describes interventions that were imple-
mented to provide a more positive clinic
experience, and assesses those interven-
tions.

Study Population
More than 26 000 Laotian Hmong

refugees have settled in Minneapolis and
St. Paul, Minn, since 1975. One facility
that provides primary health care to

Hmong is the Community-University
Health Care Center/Variety Children's
Clinic, a neighborhood-based, outreach
clinic of the University of Minnesota
Hospital and Clinic. The clinic provides
affordable, accessible, and culturally ac-

ceptable care to an economically disadvan-
taged, ethnically heterogeneous popula-
tion. Nineteen percent of clinic clients are

Hmong, and an additional 14% are of
other Southeast Asian origins. Interviews
were conducted with two groups ofHmong
women who had delivered infants at the
university hospital and who had received
all prenatal care for that pregnancy at the
clinic.

Methods
Using standard anthropological meth-

ods, we constructed open-ended question-
naires, based on interviews with Hmong
leaders and healers and clinic profession-
als, and administered them to women in

their homes. Approval of the University of
Minnesota's Institutional Review Board

was obtained, and all subjects gave verbal

informed consent.

Interviews were conducted during
1987/88 with 48 of the 92 women who had
delivered infants between 1984 and 1988.
The other 44women were not interviewed
because they could not be located (32),
declined participation (9), or had been
interviewed in prestudy interviews (3).
Survey results guided reforms in 1989/90.
In 1993, interviews were conducted with
18 of the 45 women who had delivered
infants between July 1990 and June 1992.
The remainder were not interviewed
because they could not be located (14) or
declined participation (13). The higher
rate of refusal among the second cohort
can be explained by the fact that 9 of the
women who declined participation had
recently participated in a family planning
and contraceptive use study conducted by
the clinic. Socioeconomic and demo-
graphic criteria revealed that women who
were interviewed on both occasions were
typical of the Hmong obstetric population
served by the clinic (Table 1).

Interviews considered only the most
recent pregnancy. The 1984 through 1988
group was interviewed between 1 month
and 38 months (mean = 13 months) after
delivery. Interviews of the 1990 through
1992 group occurred between 8 months
and 30 months (mean = 19 months) after
delivery. A limitation of the study is that
the time between delivery and interview
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TABLE 1 -Demographic Data for the Clinic's Hmong Obstetric Population

1984 through 1988 1990 through 1992

Interviewed Not Interviewed Interviewed Not Interviewed
(n = 48) (n = 44) (n = 18) (n = 27)

Age, y, mean (SD) 27.0 (8.4) 26.1 (7.2) 27.8 (8.3) 27.2 (7.3)
US residency, y, 7.4 (2.5) 7.2 (1.4) 6.9 (4.1) 10.6 (4.6)
mean (SD)

Married, % 92 93 94 83
Parity, mean (SD) 4.2 (2.6) 2.7 (2.0) 5.7 (2.6) 4.3 (2.8)
Monthly income, dollars, 893 (352) 852 (291) 879 (408) 857 (267)
mean (SD)

Employed, % 35 12 28 37
Husband employed, % 60 83 41 53

Pelvic Examination Blood Sampling

1984-1988 Preceded
vidoape N=48

1990-1992 Did not
see videotape N=10

1990-1992 Saw
videotape N=8 m

0 20 40 60 80 100

Percent ofwomen who found procedure acceptable

FIGURE 1-Acceptability of Hmong patients' two most objectionable prenatal
clinic procedures (pelvic examination and venous blood sampling),
before and after the initiation of the Hmong-language videotape.

varied among participants. To the extent
that what women remember will affect
their behavior, this study points to needed
reforms in the delivery of prenatal care to
Hmong women.

Two factors were investigated. First,
Hmong have traditionally believed that
illness may be of either supernatural or
natural etiology. Ritual and plant therapy
may be directed at external causes of
illness such as spirits, weather, and fright-
ening experiences. Illnesses of natural
etiology may be treated with ingested or
externally applied botanical prepara-
tions.57 Because many biomedical proce-
dures are more bodily invasive than are
traditional therapies, we focused on tech-
nologies that may be barriers to full
participation. Second, consideration was
given to intercultural, asymmetrical social
interactions within the clinic's institu-
tional setting that may have impeded
clinic attendance.

Resudts

1987/88 Interviews

Women were questioned about six
procedures commonly performed during
clinical prenatal care: blood pressure

measurement, fundal height measure-

ment, urinalysis, ultrasound, venous blood
sampling, and pelvic examination. They
were asked whether they knew the ratio-
nale for the procedures and whether they
found the procedures acceptable. The
best understood were ultrasound (90%),
fundal height measurement (79%), and
pelvic examination (52%), procedures
that informed traditional Hmong con-

cerns about fetal size and position.
The pelvic examination was unaccept-

able to a majority ofwomen (61%), and it
was the one procedure sufficiently objec-
tionable to limit prenatal visits. More than
one third (37%) of the women acknowl-

edged their husbands' objections to clinic
participation; 75% of these complaints
were specifically because of the pelvic
examination. The experience of a pelvic
examination also provoked embarrass-
ment and shame, which diminished the
likelihood that women would inform
others. Of the 23 women who had their
first pelvic examination at the clinic, 15
(65%) had received no forewarning.

Women disliked the limited clinic
hours (25%); the discontinuity in physi-
cian care (63%), which they associated
with an increase in pelvic examinations;
and medical student involvement (13%),
because this entailed a further repetition
of procedures. Hmong expect physicians
to explain fully all procedures, but wom-
en's unwillingness to initiate inquiry en-
couraged physicians to be less forthcom-
ing. Dissimilar communication styles can
have another effect. The routine remarks
of clinic staff concerning missed appoint-
ments and other examples of "noncompli-
ance" are, for some, too direct and a
cause for shame. Women (57%) linked
the frequency of clinic visits with the
quality of care that they would receive in
the hospital and feared that delivery
assistance would be withheld if they did
not attend an obstetric clinic.

Intervention

The most notable intervention was
the addition of a staff nurse-midwife who
had learned some Hmong language. Pel-
vic examinations were reduced by all
providers to one or two during a preg-
nancy. Institutional reforms included a
new telephone system with a direct line to
an interpreter and expansion of obstetric
clinic services from one to two mornings a
week. The research staff produced a
Hmong-language patient education prena-
tal care videotape that acknowledges the
value of traditional practices, explains
technical procedures and their rationale,
addresses concerns reported by women
during interviews, and informs them of
patients' rights.

1993 Interviews

Women interviewed in 1993 were
generally more positive about their prena-
tal care experience and interactions with
staff than were the women interviewed
before the intervention. They experienced
the nurse-midwife as easier to talk with,
performing fewer and more gentle pelvic

1016 American Journal of Public Health July 1995, Vol. 85, No. 7



examinations, and engendering less em-
barrassment.

Acceptability of all procedures in-
creased among the eight women who
viewed the prenatal care videotape, while
the ten women who did not see the
videotape mirrored the earlier group.
Figure 1 shows the differences in accep-
tance rates of the two most objectionable
procedures-pelvic examination and ve-
nous blood sampling-among those who
had viewed the videotape (n = 8), those
who had not viewed the videotape
(n = 10), and the group of women who
were interviewed in 1987/88 before the
videotape was produced (n = 48). Al-
though recall of the rationale for proce-
dures did not increase among those who
viewed the videotape, we believe that
viewing the videotape was one factor that
promoted greater acceptance because it
addressed culture-specific concerns in the
Hmong language. Other factors could
have contributed in this small sample.

Half of the women interviewed in
1993 reported a new concern that had not
been discussed during the 1987/88 inter-
views. They believed that ultrasound may
induce miscarriages if performed during
the first half of pregnancy. Either they or
someone they knew had experienced a
miscarriage following an ultrasound.
Women reasoned that they could avoid
this danger by delaying entry into prenatal
care.

Discussion
Given the differences between bio-

medical procedures and indigenous medi-
cal strategies, it is not surprising that the
least familiar procedures negatively af-
fected acceptability and the willingness of
women to participate in clinic programs.
Furthermore, results indicate that under-
standing the rationale for recommenda-
tions may not necessarily be a prerequisite
for following those recommendations,
and, by extension, greater conformity to
clinic programs may not be simply a
matter of more biomedical educational
outreach. Efforts were made by the clinic
to discover culture-specific concems and
to develop educational materials.

Hmong assign considerable signifi-
cance to interpersonal relations in assess-
ing the value and quality of health care.
Professionals need to increase their aware-
ness of how routines are interpreted and
to appreciate how adequate explanations
can contribute to better patient care for
Hmong women. Staff and system changes
that foster more accommodating and
sustained interactions between health
care providers and patients need to be
made. O
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